IMPORTANCE Childhood psychoticlike experiences (PLEs) are associated with greater odds of a diagnosis of a psychotic disorder during adulthood. However, no known, well-validated self-report tools have been designed to measure childhood PLEs.
D uring the past several decades, research on psychotic disorders has increasingly focused on early identification of individuals potentially at risk. 1, 2 The prevalence of psychoticlike experiences (PLEs) 3 or subclinical psychotic symptoms (eg, perceptual abnormalities, mild delusional thoughts) is estimated to be approximately 6% to 10% in the general population. 4, 5 However, the prevalence of PLEs during childhood is estimated to be 13% to 17%, [6] [7] [8] with some estimates ranging as high as 66% to 68%. 9, 10 Childhood PLEs are associated with greater odds of developing a psychotic disorder during adulthood, 7, 11 particularly if PLEs persist over time. 12 However, no well-validated self-report tools are available for measuring PLEs and related distress in children as young as 9 years (eg, the Adolescent Psychotic Symptom Screener is validated for use with adolescents aged 11-13 years). 13 One self-report tool to identify PLEs, validated in adolescents and adults, is the Prodromal Questionnaire-Brief Version. 14 The present study is the first, to our knowledge, to examine the validity of this questionnaire modified for use in a childhood population.
Research exploring the characteristics of PLEs has indicated that rates can vary within demographic strata, such as race/ethnicity and sex. [15] [16] [17] [18] This work often finds higher rates of PLEs in racial/ethnic minorities. 19, 20 Consensus regarding sex differences in PLEs is lacking, with some evidence of higher levels of PLEs in males 16 and females, 21 as well as lack of sex differences. [22] [23] [24] However, before examining mean level differences in PLEs across various demographic strata, we must determine whether an instrument and its underlying construct behave similarly across groups, a concept termed measurement invariance. Without testing the assumption of measurement invariance, whether mean comparisons across groups are valid indications of variation in the construct of interest vs reflections of differential measurement performance across groups is unclear. 25 Research in young adult samples 17 found evidence that Prodromal QuestionnaireBrief Version scores appear to measure similar constructs across race/ethnicity and sex. Thus, one set of aims of the present study consisted of replicating these measurement invariance analyses and clarifying race/ethnicity and sex differences in childhood PLEs. The present study also examined the construct validity of the Prodromal Questionnaire-Brief Child Version (PQ-BC). First, we examined whether, as expected, PQ-BC scores were positively associated with other measures of PLEs, including family history of psychotic disorder. 26 Next, we examined whether PQ-BC scores were significantly associated with constructs previously linked to childhood and adolescent PLEs, specifically greater internalizing and externalizing symptoms, cognitive impairment, and developmental milestone delays. 6, 9, 13, [26] [27] [28] [29] [30] Childhood and adolescent PLEs are associated with a higher risk for internalizing and externalizing symptoms. 9, 16, [29] [30] [31] [32] Additional evidence indicates that impaired cognition predates the development of psychotic disorders 33, 34 and is associated with PLEs in childhood and adolescence. 16, 35, 36 Last, previous research indicates that the development of psychotic disorders is associated with delays in motor and speech developmental milestones 37, 38 and movement abnormalities. 6, 39 The present study is the first, to our knowledge, to examine the validity (ie, measurement invariance and construct validity) of the PQ-BC by using data collected from the Adolescent Brain and Cognitive Development (ABCD) study (https://abcdstudy.org). Our goals were to test whether PQ-BC scores (1) demonstrated measurement invariance across race /ethnicity and sex; (2) demonstrated mean level differences across race/ethnicity or sex; (3) were positively associated with other measures of PLEs, including family history of psychotic disorder and other measures of PLEs; and (4) were associated with higher rates of internalizing and externalizing symptoms, impaired cognition, or delays in motor and speech developmental milestones.
Methods

Participants
A sample of 4524 individuals was obtained from the ABCD study, a large-scale study tracking approximately 10 000 children aged 9 to 10 years recruited from 20 research sites across the United States (a list of sites is given and exclusionary criteria are described in eMethods in the Supplement). 40 These data were accessed from the National Institutes of Mental Health Data Archive from June 1, 2016, through August 31, 2017 . The ABCD data repository grows and changes over time; data used in this report came from DOI 10.15154/1412097. We removed 540 participants from the analyses owing to missing data (eTable 1 in the Supplement). The final sample size was 3984 individuals. Institutional review board approval was obtained for each site before data collection. All parents provided written informed consent and all children provided assent. Supplement). 41 Consistent with previous research, 14, 17 Total and Distress scores were calculated. The Total score is the sum of endorsed questions (0 indicates no; 1, yes; possible scores range from 0 to 21). The Distress score is the total number of endorsed questions weighted by level of distress (0 indicates no; 1, yes [but no distress]; and 2-6, yes [≥1 on the Distress scale]; possible scores range from 0 to 126).
Internalizing and Externalizing Symptom Measures
The parent and youth versions of the validated and computerized Kiddie-Structured Assessment for Affective Disorders and Schizophrenia (KSADS) for DSM-5 42,43 were used as measures of psychopathology. 40 We examined internalizing symptoms using summations of current child-and parent-rated depression and generalized anxiety disorder symptoms, an internalizing symptoms composite (ie, summation of depression and generalized anxiety disorder symptoms), and bipolar symptoms. We examined externalizing symptoms using the child-rated UPPS-P (urgency, premeditation [lack of], perseverance [lack of], sensation seeking, positive urgency) for Children Short Form (UPPS-P-CSF; ABCD version), 44 a child-rated measure approximating externalizing symptoms (eMethods in the Supplement provides details and internal reliabilities).
Other PLE Measures
We measured PLEs 45,46 using (1) a parent-rated child PLE measure created from 4 items from the Child Behavior Checklist (CBCL) (eMethods in the Supplement) 46-49 and (2) a summation of parent-rated KSADS current psychotic symptoms (a child-rated psychosis module was not administered). 42, 43 Last, a family history of psychosis, depression, and mania in firstdegree relatives was assessed using the parent-rated Family History Assessment Module Screener, 50 with each diagnosis scored as present or absent. The present study used uncorrected NIHTB-CB scores, but all analyses include age and sex as covariates.
Neuropsychological Test Battery
Developmental Milestones
The parent assessment battery included questions about motor and speech development. 47, [53] [54] [55] The motor delays composite was coded as the summation of delays in attaining motor milestones (ie, rolling over, sitting, and standing), parentrated concern regarding motor development, and parentrated current child clumsiness. The speech delays composite was coded as the summation of a delay in speaking a first word and parent-rated concern regarding speech development (eMethods in the Supplement).
Statistical Analysis
To examine measurement invariance, stepwise tests of invariance were conducted, first examining potential differences across the 4 racial/ethnic groups and then comparing boys and girls. 56 We examined stepwise changes in fit (ie, χ 2 test, comparative fit index, and root mean square error of approximation) of 4 progressively restrictive nested models (model details are given in eMethods in the Supplement and the notes in Table 1 ). If the stepwise tests indicated invariance across groups, mean comparisons could be meaningfully conducted across groups. 57 The remainder of the analyses used hierarchical linear models, with e The configural invariance models included all groups in a single model.
f The metric invariance model fixed factor loadings to be equal across groups. This model is not appropriate for dichotomous variables (ie, Total score).
g The scalar invariance model fixed factor loadings and item thresholds to be equal across groups.
h The strict invariance model fixed factor loadings, item thresholds, and unique/residual item variances to be equal across groups.
all multiple comparisons corrected for the false discovery rate. To account for nonindependence of observations due to familial relatedness, family members were treated as clustered observations, as were the 20 ABCD research sites. All analyses were conducted using the R lme4 package 58 ) and the UPPS-P-CSF child-rated externalizing symptoms (analyses were also conducted using the parent-rated KSADS and CBCL externalizing measures 42, 43, 47 ) (eMethods in the Supplement); (6) neuropsychological test performance (crystallized or fluid intelligence NIHTB-CB composites, then individual NIHTB-CB tests to examine the independent contributions of each test); and (7) motor and speech developmental milestone delays (as composites then individually to examine the independent contributions of each milestone). Results are expressed as standardized estimates (β statistics) with 95% bootstrapped CIs (5000 iterations). Analyses regarding basic PQ-BC properties are given in eResults in the Supplement. , suggesting that a similar factor structure was present across groups for both PQ-BC scores. The change in fit from the configural to the metric invariance model passed invariance criteria for both PQ-BC scores, suggesting that the associations between PQ-BC scale items and the latent variable were similar across groups. Change in fit from the metric to scalar invariance model also passed invariance criteria for both PQ-BC scores, suggesting similar mean PQ-BC response profiles across groups. Last, change in fit from the scalar to strict model also passed invariance criteria for both PQ-BC scores, suggesting that PQ-BC scores measure the same construct across groups.
Results
Measurement Invariance
Analyses for Sex
As can be seen in eTable 3 in the Supplement, stepwise tests examining invariance across boys and girls showed good fit in terms of comparative fit index (range, 0.976-0.982) and root mean square error of approximation scores (range, 0.024 [95% CI, 0.022-0.026] to 0.028 [95% CI, 0.026-0.030]) and minimal decrement in fit at all steps. This model passed all criteria to indicate strict invariance (ie, similar loadings, thresholds, and unique/residual variance across boys and girls), suggesting that both PQ-BC scores measure the same construct across sex.
Mean Comparisons
We next examined whether race/ethnicity or sex showed mean level differences on PQ-BC scores ( Table 2) . Compared with the white group, the African American group had higher mean (SE) Total 
Neuropsychological Test Performance
As reported in Table 3 
Developmental Milestones
As reported in 
Discussion
The reliable and valid assessment of PLEs is critical for the screening and early detection of children at risk for psychotic disorders. The present study provides the first evidence, to our knowledge, of the validity of a self-report measure of PLEs in children. Results indicate that the PQ-BC shows adequate psychometric properties in terms of internal reliability, measurement invariance, and hypothesized associations with other measures of PLEs, internalizing symptoms, neuropsychological test performance, and developmental milestones. One major finding of the present study is evidence of measurement invariance across race/ethnicity and sex, comparable to previous research using the Prodromal Questionnaire-Brief Version in a young adult population. 17 In follow-up analyses, African American and Hispanic participants had higher PQ-BC scores than did white participants. This finding is in line with extant research showing elevated rates of PLEs in nonwhite participants, 15, 16 perhaps indicating that factors related to greater PLEs in nonwhite participants in adulthood (ie, discrimination, lower income to needs) (eResults in the Supplement) 19, 20, 60 may already be exerting an influence on PLEs in childhood. Although the present study showed that the PQ-BC was associated with other PLE measures, the associations varied in strength. The current results replicate previous research showing that a history of psychotic disorder in first-degree relatives is associated with greater PLEs. 26 Of importance, this finding was specific to family history of psychosis and not family history of depression or mania. The weaker associations found between the PQ-BC and other PLE measures may be the consequence of using relatively limited measures of PLEs (ie, the CBCL has 4 questions, and the KSADS detects more severe psychotic symptoms), perhaps reducing the variability of reported experiences. However, these weak associations are consistent with previous research examining parent-rated PLEs, 39 indicating potential differences between children and parents in the interpretation of PLEs or a lack of reporting these experiences to parents.
This study also replicated the associations between PLEs and internalizing symptoms, 16, 27, 28, 31, 32, 37 supporting evidence that affective dysregulation occurs across the psychosis risk continuum. 61 Although externalizing symptoms were associated with PLEs, 29, 31 associations between child-rated internalizing symptoms and PLEs were significantly stronger. Stronger associations between PQ-BC scores and internalizing symptoms may indicate some overlap between these constructs, consistent with research indicating the experience of PLEs as concerning and worrying. 3, 62 Furthermore, conceptual similarity exists between internalizing symptoms and negative symptoms (ie, social withdrawal, affective flattening, and avolition), which are associated with psychosis risk.
63
Despite the wealth of research indicating that cognitive deficits exist before the onset of psychosis (including in childhood), 11, 37, [64] [65] [66] research regarding the impaired cogni- Last, this study also replicated the associations between PLEs and delays in developmental milestones. Of importance, the results suggest that clumsiness is associated with greater PQ-BC scores, consistent with previous research on associations between motor coordination and skills with schizophrenia spectrum disorders.
37,68 However, motor clumsiness was not specifically associated with psychosis risk and was associated with greater depressive symptoms, which may be reflective of construct overlap between negative symptoms and depression or nonspecific risk for later psychopathology conferred by early motor abnormalities.
Limitations
Our results must be interpreted with consideration of limitations. First, although associations with other self-reports were in the small to moderate range, associations with behavioral measures tended to be small (β≤0.100), even if in line with the extant literature. 16, 26, 32, 37 The generally small effects are expected, given that the sample was a non-help-seeking population without schizophrenia spectrum disorder diagnoses and was assessed years before the highest period of psychosis risk. Another limitation of the present study is that measures of PLEs other than the PQ-BC were obtained via parent report, which potentially limited the strength of associations between child-rated PQ-BC and other parent-rated measures. Furthermore, the choice to read questions to participants to ensure comprehension may have influenced disclosure willingness for some individuals. In addition, future research should examine trauma and its association with the PQ-BC when child-related trauma information is available in this sample (currently being collected as part of year 1 follow-up assessments), 69,70 develop cutoffs for specific clinical settings, and continue to compare the PQ-BC with additional developmentally appropriate PLE measures.
Conclusions
In addition to finding the first evidence, to our knowledge, of the potential validity of a self-report measure of PLEs in children, the current study also advances our understanding of PLEs in childhood, including the associations between self-reported PLEs and correlates of psychosis risk (eg, internalizing symptoms, cognitive deficits [eg, working memory], and developmental delays in motor coordination). Despite the study limitations, the present results demonstrate that PLEs in childhood may be associated with many of the same factors associated with psychotic symptoms in adolescence and adulthood. Psychoticlike experiences are associated with a specific array of deficits across domains, including impairments in internalizing symptoms, 37 cognitive deficits (eg, working memory), 35 and motor function.
35,37
Thus, higher scores on the PQ-BC may indicate risk for psychotic disorders 7 or may indicate placement on a nonclinical traitlike PLE continuum, 71 either of which has important clinical implications. These results also suggest that the PQ-BC may be valid assessment of childhood PLEs, and therefore follow-up studies, including longitudinal follow-up of these children, should explore how the combination of factors examined in the present study may be useful in predicting outcomes in at-risk children. 
PQ-BC Scale Information.
The PQ-B shows good internal reliability 1,2 and convergent validity with clinician-measured assessment of psychosis risk. 3, 4 All PQ-BC questions were read to participants by research assistants, in accordance with the ABCD protocol to read all measures to participants to facilitate participants' comprehension of each item. Children first answered each question either yes or no. For each "yes", children were instructed to answer the follow-up question, "Did it bother you?". For each "yes", children were subsequently asked: "Please choose the number below the appropriate picture that shows us how much that bothered you when it happened.", with the numbers corresponding to the pictures ranging from 1 to 5 (see eFigure 1 for the pictures; the inclusion of pictures to assist in rating distress is a modification from the PQ-B, in which participants were asked to rate distress from 1=strongly disagree to 5=strongly agree). Missing data were coded as nos. 3 In addition, a significant distress score was calculated, a summation of the number of endorsed questions rated on the distress scale from 3-5 (i.e., 0=no, 1=yes with a rating on the distress scale from 3-5). Significant distress score results are reported when deviating from other reported results. The PQ-BC measure is included in the Supplemental material.
Internalizing and Externalizing Symptom Measures
There is a wealth of evidence for the reliability and validity of the KSADS as a measure of psychopathology for children and adolescents. [5] [6] [7] [8] The depression symptom module showed good internal reliability (child-rated: =.843; parent-rated: =.844). The Generalized Anxiety Disorder (GAD) symptom module also showed good internal reliability (child-rated: =.855; parent-rated: =.974). Lastly, the bipolar symptoms module showed acceptable internal reliability (child-rated: =.835; parent-rated: =.742).
Child-rated externalizing symptoms were assessed with the UPPS-P for Children Short Form (UPPS-P-CSF; ABCD-version), an adaption of the UPPS-P Impulsive Behavior Scale, 9 a 20-item Likert-rated scale (1=Agree Strongly to 4=Disagree Strongly) that assesses impulsivity. The UPPS-P-CSF used in the current study consists of five subscales: Negative Urgency ( =.634), Positive Urgency ( =.781), Lack of Planning ( =.742), Lack of Perseverance ( =.695), and Sensation Seeking ( =.499). For externalizing analyses, we examined each of these UPPS-P-CSF subscales. We also examined parent-rated externalizing symptoms using both a KSADS composite of current attention deficit hyperactivity disorder (ADHD), oppositional defiant disorder, and conduct disorder symptom summations, 7, 10 as well as the Child Behavior Checklist (CBCL) externalizing measure.
11
Other Psychotic-Like Symptom Measures For a measure of parent-rated child psychotic-like symptoms, within the CBCL, [11] [12] [13] [14] [15] [16] [17] four questions were identified as measuring psychotic-like symptoms (e.g., "I hear sounds or voices that other people think aren't there," "I see things that other people think aren't there," "I do things that other people think are strange," and "I have thoughts that other people would think are strange."; =.879). Each question was scored from 0=not true, 1=somewhat or sometimes true, and 2=very true or often true.
Neuropsychological Test Battery
Participants completed all tests within the National Institutes of Health Toolbox Cognitive Battery (NIHTB-CB). [18] [19] [20] The NIHTB-CB consists of 7 tests: Flanker Inhibitory Control and Attention (required participants to focus on a stimulus while inhibiting attention to adjacent stimuli flanking it), List Sorting Working Memory (test of working memory, required participant to sequence different stimuli; e.g., from largest to smallest), Dimensional Change Card Sort (test of cognitive flexibility, required participants to match stimuli on a dimension, wherein the dimension changed periodically without warning), Pattern Comparison Processing Speed (test of processing speed, required participants to discern whether two stimuli were identical or not), Picture Sequence Memory (test of episodic memory, required participants to recall increasingly lengthy series of objects in a particular order), Picture Vocabulary (test of receptive vocabulary, required participants to select the image that most closely matched the meaning of a presented word), and Oral Reading Recognition (required participants read and pronounce letters and words).
Developmental Milestones
The parental assessment battery included questions assessing at what age the child achieved key motor and speech milestones, including rolling over (delayed=6 months or later), sitting (delayed=after 9 months), walking (delayed=after 18 months), and speaking first word (delayed=after 12 months). Questions were scored from 0=achieved within a typical timeframe or 1=delayed. The battery also assessed parental concern regarding motor and speech delays, with parents asked to compare their child's development to that of other children (0=earlier, 1=average, 2=later). Lastly, parent-rated current child clumsiness was assessed 11 and scored from 0=not true, 1=somewhat or sometimes true, and 2=very true or often true.
Statistical Analyses
Cronbach's coefficient alpha was used to examine internal consistency of the PQ-BC Total and Distress scores. Distributions of PQ-BC scores were examined for violations of normality assumptions, with these scores showing substantial positive skewness (with zero values; Total Score skewness: 1.843; Distress score skewness: 3.011). Based on previous recommendations, 21 scores were logarithmically transformed [formula= LG10(X + 1)], with analyses reported when deviating from non-transformed scores.
Exploratory Factor Analyses (EFAs) were conducted using a promax rotation on a randomly selected half of the data in order to examine the factor structure of Total and Distress scores, based on previous research and factor analysis recommendations. 22, 23 Examination of the scree plots, Horn's Parallel Analysis, 24 and Minimum Average Partials, 25 were all used to determine the number of factors to retain. Given that the Total score is dichotomous and the Distress score is ordinal, these factor analyses utilized polychoric correlation matrices.
Confirmatory Factor Analyses (CFAs) were conducted (using the lavaan package in R) 26 on the other half of the data to examine the fit of the EFA solutions using a weighted least squares, mean and variance (WLSMV) adjusted estimation method, as recommended for non-continuous data. 27, 28 Chi-squared statistics, comparative fit index (CFI), and root mean squared error of approximation (RMSEA) and its 90% confidence interval (CI) and pvalue were used to assess model fit from all CFAs. Previous research suggests that CFI ≥0.950 and RMSEA≤0.060 (upper CI bound should be ≤0.080) indicate relatively good fit of the tested model compared to the observed data. 23, 29 Although non-significant chi-squared tests indicate good fit, it should be noted that these tests are sensitive to normality assumptions. 30 To avoid dependence among participants given that the ABCD sample included twins and siblings, for factor analyses, one individual from each dyad was selected at random for the first dataset, with the other family member selected for a second dataset (family unit was not treated as a clustered variable for factor analyses due to non-convergence of models because of the relatively small number of families with multiple children). While these analyses were run on both datasets, since there with no significant differences compared to the analyses with the entire dataset, only the results from the entire dataset are presented below. Furthermore, for factor analyses, the entire complete questionnaire sample (n=4523) was used in order to maximize sample size.
For measurement invariance analyses, since WLSMV requires that participants from each group select each response option for multiple group confirmatory factor analyses, the Distress scores were lumped into three categories: 0, 1 = Distress scores of 1, 2, or 3, and 2 = Distress scores of 4, 5, or 6. The first measurement invariance test was a baseline model testing configural invariance by pooling data across all groups. Invariance in this model suggests that a similar factor structure is present and that the scale items indicate the same latent variable traits (e.g., PLEs) across groups. The second model was a metric (or weak) invariance model, in which item loadings were fixed to be equal across groups. Invariance in this model suggests that the associations between scale items and latent variables are similar across groups. Note that we did not test the metric invariance model for Total Scores, as this model is not appropriate for dichotomous scales. 28 The third model was a scalar (strong) invariance model, in which item loadings and thresholds were fixed to be equal across groups. Invariance in this model suggests that the mean response profiles of items are also similar across groups. The last model was a strict invariance model, in which item loadings, thresholds, and unique/residual item variances were fixed to be equal across groups. Invariance in this model indicates that group differences on the scale items are only due to group differences in the latent factors. To examine the fit of each of these four models, the previously mentioned fit statistics (i.e., chi-square, CFI, and RMSEA) were examined, in addition to examining each step-wise change in chi-squared, CFI, and RMSEA from each model to the next, more restrictive model. Previous research indicates that cutoffs of a decrease in CFI≤0.010 31 and an increase in RMSEA≤0.015 indicate invariance. 23, 32 Lastly, we performed a model-based mediation analysis using the mediation package in R. 33 This method estimates the presence of mediation as well as the proportion of the link between race and PLEs mediated by income to needs by using a quasi-Bayesian Monte Carlo method with 10,000 simulations. Abbreviation: PQ-BC=Prodromal Questionnaire-Brief Child version. a Means (SDs). Independent-samples t tests were used to compare means for the exposed and unexposed groups. 2 Tests were used to compare ordinal/binary variables across groups. Comparisons include data from all participants with complete PQ-BC data (n=4523) b Missing data was largely the result of: n=387 missing income to needs data, n=84 missing KSAD data, n=102 Asian participants excluded. Asian American children will be included in analyses as the cell size increases. c Income to needs is defined as the ratio of the family income to the appropriate poverty threshold. I am going to ask you questions about some different types of thoughts, feelings and experiences that people sometimes have. For each of these, I am going to ask you if you had that thought, feeling or experience between today and (event to which month is anchored).
eTable 2. Original and Modified Versions of Questions and Prevalence of Endorsement
Please do not include things that only happened when you were taking medicine that a doctor or your parents gave you, drinking beer, wine or other adult drinks, or using any drugs or substances.
Yes No
Did places that you know well, such as your bedroom, or other rooms in your home, your classroom or school yard, suddenly seem weird, strange or confusing to you; like not the real world?
&nbsp&nbspPlease describe the event.
&nbsp&nbspWhat do you mean? &nbsp&nbspWhat was it that happened? &nbsp&nbspDo you think that maybe it wasn't real?
Did it bother you? Yes No
Please CHOOSE THE NUMBER below the appropriate picture that shows us how much that bothered you when it happened.
© 2018 American Medical Association. All rights reserved. Please CHOOSE THE NUMBER below the appropriate picture that shows us how much that bothered you when it happened.
eResults. Basic Properties of the PQ-BC, Factor Analyses, Additional Mean Comparisons Analyses, Additional Neuropsychological Test Performance Analyses, and Additional Developmental Milestone Analyses
Basic Properties of PQ-BC 61.8% of the sample endorsed at least one PQ-BC question, with 43.0% reporting distress associated with at least one PQ-BC question. Both the PQ-BC Total (M=2.628, SD=3.544) and Distress (M=6.193, SD=10.433) scores showed high internal reliability (Total Score =.863; Distress Score =.873), which did not increase when any item was deleted. The correlation coefficients between each item and the PQ-BC Total score were 0.369-0.516, and for the Distress Score, 0.382-0.535.
Factor Analyses
For both the Total and Distress PQ-BC scores, Horn's parallel analysis, the minimal average partials approach, and scree plots all indicated that one factor should be extracted, aligning with prior work. 34 The results of a CFA confirmed the appropriateness of the one-factor structure for both the Total (CFI=0.975, RMSEA=0.028) and Distress (CFI=0.976, RMSEA=0.028) scores.
Mean Comparisons
We also examined whether the race/ethnicity groups significantly differed in terms of income to needs. The race/ethnicity groups did significantly differ in income to needs ( =-0.143, p=.008), with each race/ethnicity group significantly differing from every group, and the White group showed the greatest income to needs and the African American group showed the least income to needs (White>Other>Hispanic>African American; FDR-corrected ps<.01). Given evidence for significant PQ-BC score differences between race/ethnicity groups, combined with evidence that less income to needs also significantly predicts greater PLEs even with race included in the model ( s>-0.070, ps<.005), we examined whether income to needs mediated the effect between race/ethnicity and PLEs. The mediation analysis found that between 20.1-23.9% (Total 95% CI=9.8-43.0%; Distress 95% CI=13.2-46.0%) of the association of race with PLEs can be attributed to income to needs. Thus, lower income to needs may account for a significant amount of variance in the relationship between race and PLEs.
Neuropsychological Test Performance
In terms of the independent contributions of each of the seven individual tests in predicting PQ-BC scores, as mentioned in the main text, lower performance on the List Sorting test was associated with higher PQ-BC scores. In addition, decreased performance on Picture Vocabulary was associated with greater log-transformed Total, and log-transformed Significant Distress Scores ( s:-0.050-0.068, FDR-corrected ps<.05). Decreased performance on Oral Reading Recognition ( =-0.043, FDR-corrected p<.05) and Pattern Comparison Processing Speed ( =-0.044, FDR-corrected p<.05) were associated with greater log-transformed Total scores.
Developmental Milestones
As mentioned in the main text, higher ratings of current child clumsiness were significantly associated with both greater PQ-BC scores and child-rated KSADS depression scores (but not child-rated KSADS GAD scores). However, clumsiness was not significantly more related to PQ-BC scores than depression (Zs<-.82, ps>.21) or GAD (Zs<1.17, ps>.12) scores.
